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Name:_______________________________________________________ 

DOB:______________________   Date:____________________________   Age:_____________________ 

Please read each question and check the box that most describes 
your answer 

Yes or 
Often 

Sometimes No or 
Never 

Have you had a recent loss of or decrease in your vision or hearing? 

Have you fallen 2 or more times in the past year, fallen and had an 
injury, or fallen without an obvious reason? 

Do you fear falling? 

Does moving your head quickly make you dizzy or cause to you feel 
nauseous? 

Does dizziness or imbalance interfere with your job or your household 
responsibilities? 

Do you use a walker, cane, or any other form of assistance for your 
mobility? 

Are you ever dizzy or unsteady when you first get up in the morning? 

Do you ever fall or feel like you are about to fall for no apparent 
reason? 

Does walking down the aisle of a super market or stopping next to 
moving traffic make you dizzy? 

Do you feel dizzy while sitting down or rising from a seated or lying 
position? 

Do you feel unsteady when you are walking or climbing stairs? 

Do you ever lose your balance or feel dizzy or unsteady? 

Has your balance concerns caused problems in your social life? 

Have you continued to experience dizziness after an injury or 
accident? 

Have you experienced dizziness, vertigo, or serious imbalance in the 
past six months? 



Name:_______________________________________________________ 

DOB:______________________   Date:____________________________   Sex:  Male  Female 

1. Over the past two weeks, how often have you been bothered by any of the following problems?

Not 
at all 

(0) 

Several 
days 
(1) 

More than 
half the days 

(2) 

Nearly 
everyday 

(3) 

Feeling nervous, anxious, or on edge? 

Not being able to stop or control worrying? 

Worrying too much about different things? 

Trouble relaxing? 

Being so restless that it is hard to sit still? 

Becoming easily annoyed or irritable? 

Feeling afraid as if something awful might happen? 

TOTAL 

2. If you checked off any problems, how difficult have these problems made it for you to do your work,

take care of things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult 

Total Score Anxiety Severity 
0 – 4 Minimal 
5 – 9 Mild 
10 – 14 Moderate 
15 – 21 Severe 

For healthcare professional use only 
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Staying Healthy
Assessment

Adult

Patient’s Name (first & last) Date of Birth Female

Male

Today’s Date

Person Completing Form (if patient needs help) Family Member Friend  

Other (Specify)
Need help with form?

Yes  No

Please answer all the questions on this form as best you can.  Circle “Skip” if you do not know an 
answer or do not wish to answer.  Be sure to talk to the doctor if you have questions about 

Need Interpreter?
Yes   No

anything on this form.  Your answers will be protected as part of your medical record. Clinic Use Only:

1
Do you drink or eat 3 servings of calcium-rich foods daily, 

such as milk, cheese, yogurt, soy milk, or tofu?
Yes No Skip

Nu t r i t i on

2 Do you eat fruits and vegetables every day?  Yes No Skip

3
Do you limit the amount of fried food or fast food that you 

eat? 
Yes No Skip

4 Are you easily able to get enough healthy food? Yes No Skip

5
Do you drink a soda, juice drink, sports or energy drink most 

days of the week?
No Yes Skip

6 Do you often eat too much or too little food?  No Yes Skip

7 Are you concerned about your weight? No Yes Skip

8
Do you exercise or spend time doing activities, such as 

walking, gardening, swimming for ½ hour a day?
Yes No

Ph ys i ca l Ac t i v i t y

Skip

9 Do you feel safe where you live?

10 Have you had any car accidents lately?  

Yes

No

No

Yes

Skip

Skip

Saf e t y

11
Have you been hit, slapped, kicked, or physically hurt by 

someone in the last year?
No Yes Skip

12
Do you always wear a seat belt when driving or riding in a 

car?
Yes No Skip

13 Do you keep a gun in your house or place where you live?  No Yes Skip

14

15

Do you brush and floss your teeth daily?

Do you often feel sad, hopeless, angry, or worried?

Do you often have trouble sleeping?16

Yes

No

No

No

Yes

Yes

Skip

Skip

Skip

Den ta l  H ea l t h

Men ta l  H ea l t h

17 Do you smoke or chew tobacco? No Yes Skip
Alc oh o l ,  Tob acco ,

Dru g  Us e

18
Do friends or family members smoke in your house or place 

where you live?  
No Yes Skip
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19

In the past year, have you had:

(men) 5 or more alcohol drinks in one day?

(women) 4 or more alcohol drinks in one day?

No Yes Skip

20
Do you use any drugs or medicines to help you sleep, relax, 

calm down, feel better, or lose weight?  
No Yes Skip

21 Do you think you or your partner could be pregnant?  No Yes
Sexu a l  Is su es

Skip

22

Do you think you or your partner could have a sexually 

transmitted infection (STI), such as Chlamydia, Gonorrhea, 

genital warts, etc.?  
No Yes Skip

23
Have you or your partner(s) had sex without using birth 

control in the past year?
No Yes Skip

24
Have you or your partner(s) had sex with other people in the 

past year?  
No Yes Skip

25
Have you or your partner(s) had sex without a condom in the 

past year?  
No Yes Skip

26 Have you ever been forced or pressured to have sex? No Yes Skip

27 Do you have other questions or concerns about your health? No Yes
Oth er  Qu es t i on s

Skip

If yes, please describe:

Clinic Use Only Counseled Referred Anticipatory 
Guidance

Follow-up
Ordered

Comments:

Nutrition 

Physical activity  

Safety 

Dental Health

Mental Health  

Alcohol, Tobacco, Drug Use

Sexual Issues Patient Declined the SHA

PCP’s Signature: Print Name: Date:

SHA ANNUAL REVIEW
PCP’s Signature: Print Name: Date:

PCP’s Signature: Print Name: Date:

PCP’s Signature: Print Name: Date:

PCP’s Signature: Print Name: Date:

Page 2 of 2SHA (Adult)DHCS 7098 H (Rev 12/13)



Name:_______________________________________________________ 

DOB:______________________   Date:____________________________   Sex:  Male  Female 

1. Over the past two weeks, how often have you been bothered by any of the following problems?

Not 
at all 

(0) 

Several 
days 
(1) 

More than 
half the days 

(2) 

Nearly 
everyday 

(3) 

Little interest or pleasure in doing things? 

Feeling down, depressed, or hopeless? 

Trouble falling or staying asleep, or sleeping too much? 

Feeling tired or having little energy? 

Poor appetite or overeating? 

Feeling bad about yourself - or that you are a failure, or have 
let yourself or your family down? 

Trouble concentrating on activities, such as reading the 
newspaper or watching television? 

Moving or speaking so slowly that other people could have 
noticed? Or the opposite - being so fidgety or restless that you 
have been moving around a lot more than usual? 

Thoughts that you would be better off dead, or off hurting 
yourself in some way? 

TOTAL 

2. If you checked off any problems, how difficult have these problems made it for you to do your work,

take care of things at home, or get along with other people?

Not difficult at all Somewhat difficult Very difficult Extremely difficult 

Total Score Depression Severity 
0 – 4  None 
5 – 9  Mild 
10 – 14  Moderate 
15 – 19  Moderate severe 
20 – 27  Severe 
For healthcare professional use only 



Name:____________________________________________________________ 

DOB:______________________   Date:______________      Age:_____________  Sex:   Male  Female 

Do you experience any pain in your legs or feet while at rest?  Yes  No

Have you ever had any testing done for your legs for poor circulation?  Yes  No

Have you ever been told you have diabetes?  Yes  No

Do you have high blood pressure or are you on blood pressure medication?  Yes  No

Do you have high cholesterol or on a medication to lower your cholesterol?  Yes  No

Do you smoke or have you ever smoked?  Yes  No

Have you ever been told that you have had a heart attack or stroke?  Yes  No

Has anyone ever told you that you have poor circulation in your legs, intermittent 
claudication, or peripheral arterial disease? 

 Yes  No

Have you ever had an angioplasty or stent placed in your heart or leg?  Yes  No

Do you have a history of carotid stenosis or aneurysm?  Yes  No

Do you have any infections or sores that are not healing on your legs, feet, or toes?  Yes  No

Has your walking pace slowed enough to significantly alter your daily activities?  Yes  No

Do your legs ever feel tired or heavy causing you to stop and rest? Do they get better with 
rest? 

 Yes  No

When you walk, do you ever have to stop because you have pain or cramping in your 
calves, thighs, or buttocks? Does the pain go away with rest? 

 Yes  No

Do you ever experience cramping, tightness, “Charlie horses,” or pain in the legs or feet 
when lying down that improves when you stand up? 

 Yes  No

Have you given up activities you once enjoyed doing over the last year due to leg fatigue, 
weakness, or discomfort? 

 Yes  No

Have you ever had trauma to either of your legs?  Yes  No



Name:_________________________________________   DOB:_________________   Date:_______________ 

Has your health, memory, or mood changed? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

How has it changed? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

When did you first notice this change? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

How often does it happen? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

When does it happen? Is it during a certain time of the day? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

What do you do when it happens? 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Do you have problems with any of the following? 

Repeating or asking the same thing over and over again? 

Never Sometimes Frequently Does not apply 

Remembering appointments, family occasions, holidays, or birthdays? 

Never Sometimes Frequently Does not apply 



Name:_________________________________________   DOB:_________________   Date:_______________ 

Writing checks or paying bills? 

Never Sometimes Frequently Does not apply 

Shopping independently (ie. clothing, groceries) 

Never Sometimes Frequently Does not apply 

Taking medications according to the instructions? 

Never Sometimes Frequently Does not apply 

Getting lost while walking or driving to familiar places? 

Never Sometimes Frequently Does not apply 

Medications and Medical History 

List your prescription medications (dosage, frequency) including over the counter medications. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

List vitamins and herbal supplements. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

List your current medical conditions. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

List your past medical conditions. 

__________________________________________________________________________________________

__________________________________________________________________________________________ 

Questions to ask the doctor: 

 What tests do I need to take and how long will it take to get the results?
 Will you refer me to a specialist if needed?
 Could the medicines I am taking be causing my symptoms?
 Do I have any other conditions that could be causing my symptoms or making them worse?
 What should I expect if it I am diagnosed with Alzheimer’s Disease?
 What treatments are available for Alzheimer’s Disease? What are the risks, benefits, and side effects?
 What about participating in a clinical trial? What are the risks and benefits?
 Is there anything else I should know regarding my health?
 When should I come back for another visit?



Name:__________________________________________________  DOB:___________  Age:_____________ 

Date:________________     Height:_____________     Weight:__________________  Sex:   Male     Female 

0 = Would 
never nod 

off 

1 = Slight 
chance of 

nodding off 

2 = Moderate 
chance of 

nodding off 

3 = High 
chance of 

nodding off 

Sitting and reading 0 1 2 3 

Watching TV 0 1 2 3 

Sitting, inactive, in a public place (meetings, 
theater, or dinner event) 

0 1 2 3 

As a passenger in a car for an hour or more 
without a break 

0 1 2 3 

Lying down to rest when circumstances permit 0 1 2 3 

Sitting quietly and talking to someone  0 1 2 3 

Sitting quietly after lunch without alcohol 0 1 2 3 

In a car, while stopped for a few minutes in traffic 0 1 2 3 

Total Score:    ____________________________ 

Sleep Questionnaire: 

Do you snore?  Yes  No Do you wake up tired?  Yes  No

Do you have trouble falling 
asleep? 

 Yes  No Do you wake up choking/gasping 
for air? 

 Yes  No

Do you have high blood pressure?  Yes  No Are you depressed?  Yes  No

Do you wake up with a headache?  Yes  No Do you have night sweats?  Yes  No

Are you tired throughout the day?  Yes  No Do you have shortness of breath?  Yes  No
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